Background: Primary Health Care (PHC) is well suited for management of low back pain (LBP). Prevalence of (chronic) LBP is suspected to be high among visitors of the South African primary care centers, but currently no information exists on prevalence or guideline adherence. Objectives: To establish if treatment received for LBP in public PHC in the Cape Town area compares with international evidence based guidelines. Methods: Cluster randomization determined the 8 community health centres where the study took place. A measurement tool was developed and validated for this population. Descriptive analysis and logistic regression analytical techniques were applied. Results: 489 participants (mean age: 44.8) were included in this study. Lifetime prevalence was 73.2% and 26.3% suffered from chronic low back pain (CLBP) . Pain medication was the only form of treatment received by 90% of the sample. Interventions received seemed to be unrelated to type of LBP (acute, sub acute and chronic). Referral to physiotherapy, education and advice to stay active were rarely done. Participants expressed low satisfaction with treatment. Conclusions: Current management of LBP at PHC level appears to be ineffective and not conform guidelines. Further South African research should focus on barriers as well as measures to be taken for implementation of LBP guidelines.
Introduction
LBP is one of the most common persistent disorders managed at primary health care level [1] . Primary Health Care (PHC) provides an optimal platform for LBP management as this approach incorporates health promotion, prevention, as well as curative care [2] . PHC is people centered which creates the opportunity to build longstanding relationships between people and health care providers. The PHC approach is therefore well suited for persistent and costly conditions such as 
LBP.
A recent review of evidence based LBP clinical guidelines, published over the past sixteen years, provides recommendations for LBP management at primary care level [3] . The review findings illustrate that there is consensus across all guidelines for the prescription of short acting analgesics and if necessary NSAID's on a time contingent basis rather than a pain contingent basis. In CLBP, pain medication, when deemed necessary, should be prescribed for short periods only to prevent adverse effects. All guidelines agree that reassurance, advice to stay active and early return to work have favorable outcomes in people with acute and sub acute LBP. Recently published updated guidelines for LBP in the Netherlands recommend that the clinician's decision on interventions offered, depend on the presence or absence of psychosocial factors. Three subgroups are specified; 'normal course of LBP', 'abnormal course with absence of psychosocial factors' and 'abnormal course in the presence of psychosocial factors'. Physiotherapy is indicated in all three subgroups, with the focus on education, graded activity and return to work. For the third subgroup an additional time-contingent exercise program (3-6 weeks) is recommended, the patient's progress to be closely monitored by the referring physician [4] . PHC is well established in the developed world and associated with decreased mortality rates. In the African region, PHC remains underdeveloped [2] . In developed economies such as the Netherlands, primary care involves 95% of all episodes of care [5] . Developed countries are generally well resourced to manage persistent disorders, such as LBP, at PHC level. In developing countries PHC systems are strained with consequences of the HIV/ AIDS pandemic and other infectious diseases such as tuberculosis. These 'twin epidemics' drain available resources as well as quality of care for other (persistent) health conditions and disorders [6] . In South Africa, public primary health care is organized through community health centers (CHCs) and clinics located in both urban and rural areas. In the Western Cape alone, nearly 70% of the population relies on the CHCs for their primary health needs. Prevalence of LBP among Africans compares well to developed countries and over the next few years the most marked increase in musculoskeletal disorders will occur in the developing world [7] . Management of LBP at primary health care must thus be delivered in accordance with evidence based guidelines to enhance effectiveness, prevent adverse effects and potentially reduce cost of care. The aim of this study was to describe the current management strategies for any type of LBP as perceived by the patients of public PHC facilities in the Cape Metropolitan region, South Africa.
Methods
A cross-sectional study was conducted to address the study aim. Ethical approval was obtained by the Committee for Human Research, Department of Research Development and Support, Stellenbosch University (Project nr: N08/05/148). Signed, informed consent was obtained from each subject in their native language. The larger Cape Town area is divided into eight health districts; each consisting of 3-10 CHCs. Cluster randomization was performed to select one CHC per district. Facility managers of the CHCs were contacted by telephone to establish eligibility, and if found ineligible the next CHC on the list was selected. Data collection was done in three larger 24-hour CHCs (Kraaifontein, Michael Mapongwana, and Van Guard CHC) and five small day clinics (Lotus River, Macassar, Heideveld, St. Vincent, Inzame Zabantu).
All visitors attending the CHCs were included if they were ≥ 18 years and literate as defined by UNESCO [8] . Patients attending the midwife obstetric unit were excluded. Sample size calculation was based on the size of the population (across the daily visitors of the included CHCs) and a modest predicted point prevalence for LBP of 50%. Modifying for the cluster effect sampling ascertained that 600 subjects were needed to provide 90% statistical power for this study. The Primary Health Low Back Pain Questionnaire (PHLBPQ) was developed and validated for this population. A patients' validation study was conducted among visitors of Elsies River CHC (N=22). Comments on content, clarity, length and layout were gathered. An adjusted version of the draft questionnaire was reviewed by an expert panel of seven international researchers who published LBP epidemiological research. The final PHLBPQ included (parts of) the Dutch Musculoskeletal Questionnaire [9] for questions on pain prevalence and work related risk factors, the Kessler Psychological Distress Scale or K10 [10] and the Baecke Questionnaire for measurement of a person's habitual physical activity [11] . Questions on demographics, general health and medication use were included. The section on LBP was expanded with questions on treatment received and satisfaction with health care. The English version of the PHLBPQ was translated into Afrikaans and isi-Xhosa. The PHLBPQ was tested for reliability through a small test-retest study among a sample of 16 subjects, of which 12 completed the questionnaire on both occasions. Although the sample was small, reliability was established (Kappa of 1.00) for the questions on pain prevalence in the lower back, upper back, shoulder and feet. Subjects were recruited by the first author in the clinician-, pharmacy-and general waiting area of the CHCs. Once eligibility was established and consent was obtained, subjects completed the questionnaire. Weight and height were measured with a calibrated scale and height measure to determine BMI (weight/length²). Each CHC was visited for one whole day and data collection took place over a two month period in 2009.
Data analysis
Data were analyzed using SAS 9.1. Descriptive statistics are reported as mean and standard deviations or percentages, as appropriate. Univariate logistic regression models were used to calculate odds ratios with 95% confidence intervals to express the crude associations between individual exposures (considered in binary from) and LBP (also considered in binary form).
Results
Data was collected from 504 respondents. Fifteen were excluded for reasons of ineligibility, resulting in a study sample of N=489. The mean age was 44.8 (SD ± 13.95) and 76% of the sample were female. The larger part of the sample (67,5%, n=330) were of very low socio-economic status (≤ $100 a month) with a subsample of 37,2% (n=182) living with an income below or around the poverty line [12] . Refer to Table 1 for sample characteristics. Participants who had indicated to be currently working (N=169) were asked if they had ever been educated at work on LBP prevention. Nearly 85% (n=144) responded to never have received any education or advice on ergonomics to prevent LBP.
Satisfaction with treatment and consultation time (n=311)
Participants suffering from LBP were asked about their satisfaction with treatment and consultation time at the CHCs. 36.6% (n=114) indicated treatment had not helped at all, 48.2% (n=150) indicated treatment to have helped for a little while and 15.2% (n=47) responded that treatment had helped them a lot. Refer to Table 3 . 
Discussion
This is the first South African study to report on management strategies for any type of LBP at primary health care level. Despite a high lifetime prevalence among the study sample our data show that the most common form of management is the prescription of pain medication in both acute, sub acute and chronic LBP. Physiotherapy referral is rare, and when provided the main interventions offered, such as hot packs and massage, are passive treatment strategies which lack evidence of effectiveness. Clinicians do not offer advice to stay active or education, in any phase of LBP. Louw et al (2007) confirm in a systematic review that the prescription of pain medication is the most common form of treatment offered to LBP patients on the African continent [7] . Prescription of analgesics and NSAIDs are recommended in acute LBP. However evidence for the effect of pain medication decreases in strength as acute LBP transitions into chronic LBP [3, 13, 14] . Prescription of pain medication on a regular basis creates patient dependence and prolonged use could lead to physical adverse effects such as gastrointestinal complaints, drowsiness, and headaches [15] which in turn can result in further long-term morbidity and associated increases in cost of care [16] . Pharmaceutical costs take up about one third of the total budget of the CHCs [17] . Compared to the cost of alternative, evidence based treatment prescribing medication might seem a cheaper option, but a recent systematic review on the cost effectiveness of evidence based interventions for LBP states the exact opposite. No evidence was found on cost effectiveness of medication in patients with sub acute and chronic LBP. Most of the included studies found cost effectiveness for multidisciplinary rehabilitation including physiotherapeutic interventions [18] .
The findings of this study illustrate that current LBP management strategies offered at the public PHC facilities in South Africa are not in alignment with published evidence based guidelines. Our study sample was representative of South Africans in lower socioeconomic situations, as 83% of the general population is uninsured and visits the CHCs for their primary health needs [19] . A quarter of our sample with LBP had chronic LBP. This study found an association between psychosocial distress and CLBP. However, our sample did not receive evidence based interventions such as graded activity or multidisciplinary interventions recommended for patients suffering from CLBP and psychosocial distress [4] .
International guidelines recommend advice and education for both acute and chronic LBP. The results of this study show that the majority of clients with LBP did not receive education to re-assure and assist them with self management strategies. An explanation could be that clinicians at the CHCs in the Cape Metropolitan district suffer from a high workload. Medical doctors at the CHCs must perform a minimum of 30 patient consultations per day and a professional nurse about 28 patient consultations per day, but it is likely that the daily workload is much higher considering the statistics on daily visitors [20] . Previous studies recognize that a high workload stands in the way of adherence to guidelines [21, 22] . In the setting of the South African CHCs physiotherapists should be involved earlier, after the first consultation, to assist the clinicians in a more extensive screening of the LBP patients, in order to decide on appropriate interventions or further referral.
Non adherence to LBP guidelines is not restricted to PHC facilities in the developing world. Scott et al (2010) conducted a systematic review on 14 studies published in Europe, Canada and the USA with the aim to identify the so called 'know-do' gap in primary care setting [23] . The know-do gap refers to the discrepancy between management advised by the guideline and management executed in clinical practice [23, 24] . Evidence of the existence of this know-do gap among physicians and physiotherapists could be seen in the choice of treatments strategies. Education, advice and exercise rehabilitation, were not used enough and treatments which were found to be ineffective, such as TENS, ultrasound and traction, were overused [23] . A recent Norwegian study reported on changes in LBP management among physicians in the last 10 years. Management seems to be largely unchanged, except for a significant decrease in physiotherapy referrals [25] . A Spanish prospective study on management of LBP among physicians describes prescription of pain medication in 78-91% of the cases (both acute, sub acute and chronic LBP patients) and physiotherapy referral only in 25% of the consultations [26] .
The mismatch between current management and recommendation of LBP guidelines yields ineffective approaches, which may be indicative by the high prevalence (26,3%) of participants with CLBP. This study shows that participants with acute and sub acute LBP also did not receive evidence based interventions, so the number of patients with chronic LBP at PHC level in South Africa is likely to grow. Dissatisfaction with treatment as highlighted in this study is a concern. Possible explanations for the dissatisfaction with care could be the high turnover of staff and the short consultation time as a result of the high workload. Both these factors stand in the way of building a healthy professional-patient relationship. Sans-Corrales et al (2008) come to similar conclusions regarding patient satisfaction in family medicine [22] . Inefficient management systems at primary care will lead to high levels of recurring visits and an even greater workload of the medical staff.
Efforts to improve quality of care through the implementation of evidence based medicine has mainly focused on hospital and specialist care in high-and middle income countries [2] . Low income countries, such as South Africa, are faced with large medical issues such as HIV/AIDS, TB and malaria and therefore might not prioritize the implementation of LBP guidelines. A recent systematic review [27] on the effectiveness of prevention in primary care in Switzerland indicates barriers from general practitioner's (GP) perspective and patient perspective. High workload and lack of time, lack of knowledge and own disbeliefs, were barriers most frequently mentioned by GP's. Patients indicated the lack of GPs' engagement or encouragement, lack of motivation and own disbeliefs as barriers for success of the treatment. Limited health literacy could be another possible explanation for patients' non-involvement in management of their LBP, which in turn can lead to the feeling of disempowerment especially in consultations with healthcare workers who might be more paternalistic in their approach [28] . Low socio-economic status and associated psychosocial distress could explain why the visitors of the CHCs do not seem to prioritize treatment of their LBP. Jelsma et al (2008) conducted a study on health related quality of life (HRQoL) among isi-Xhosa speaking inhabitants of informal settlements in the Cape Town area, a population greatly similar to that of our own study. The aim was to portray the HRQoL-items most valued by this population. Where food availability came first and owning a brick house second, having no bodily pain was listed on the 40 th place on the list of most valued items [29] . The results of the study imply that when basic needs are not provided for, seeking treatment for physical pain is not a priority.
Guidelines for LBP and evidence based health systems should be developed and implemented in PHC facilities in developing countries such as South Africa. A more thorough screening for yellow flags should be done at first consultation, after which the LBP patient, according to the phase of recovery he is in, can be appropriately referred. CHC staff should receive training to improve their knowledge of LBP and risk factors for chronicity [24] . Within the current shift taking place in South African CHCs towards a patient-centered perspective, attention should be given to improving patients' health literacy. This can be accomplished by offering educational programs to groups of patients with LBP in a multidisciplinary setting. PHC is the optimal approach to conduct and implement research on diagnostics and treatment of any type of condition [5, 30] . Staff should be primarily involved in the development and implementation of guidelines, based on their unique expertise.
Limitations to this study are the cross-sectional design as well as the relatively small study sample, with its particular demographics which needs to be taken into consideration when generalizing the findings. The measurement tool requires further psychometric testing, especially the section on treatment strategies and satisfaction with treatment. An adjusted measurement tool should allow for obtaining separate data on the management of the acute, sub acute and chronic LBP patients. The study includes information only on the patients' perception of their received treatment and lacks the perspective of the clinician. The primary health care setting and population are likely to have created bias with respect to the findings related to prevalence of LBP.
Conclusion
This cross-sectional study highlights the current nonevidence based approaches and lack of well developed health systems to manage acute and chronic LBP at primary care level in South Africa. Ineffective management strategies for LBP may lead to increased costs, increased cases of chronicity and disability, lack of motivation among health workers as well as lack of patients' compliance. Further South African research should focus on barriers for implementation of LBP guidelines as well as the type of intervention needed in order to successfully implement evidence based strategies for LBP at primary care level.
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